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/ / 

Date Signed 

 

                 

                

     

   

WF Benefits with Guardian Dental $227.53 per 
month  

WF Benefits with DeltaDental $ 156.26 per 
month 

     

 

 

   

Status 

  

Authorization 

  

 
A copy of your NYC Health Benefits Enrollment Form must be attached. 

A copy of your PSCCUNY Welfare Fund Enrollment Form must be attached. 

Enrollment in Family Coverage through NYC Health Benefits is Required 

 

NY State / NY City ID # 
 

 

First Name 

  
- - 

      

          

          

  

 

Spouse / Domestic Partner 

Name Male Female 
 

U 
 

Social Security Number 

- - 

 

          

 
Dependent Child 
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Dependent Child 
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Dependent Child 
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Dependent Child 
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Dependent Child 
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    Adjunct Family Enrollment Supplement  
PSC-CUNY Welfare Fund 

25 Broadway, 15th Floor 
New York, NY 10004 

Office: 212-354-5230 www.psccunywf.org 

 

 

Enrollee 

 

Last Name 

Social Security Number 
 

Date of Birth 

/ / 
 

- - 

 

- - 

 

- - 

 

- - 

 

- - 

 

http://www.psccunywf.org/

